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ABSTRACT
Proximal Minority Stress, Drinking Motives, and Alcohol Use in Appalachian Sexual Minority
Women
by
Sarah A. Job
Sexual minorities face identity-specific stressors (minority stress). Minority stress often predicts
worse health outcomes and behaviors, like increased substance use. The current study examined
the relationship between proximal minority stress and hazardous alcohol use. Possible mediators
were considered. The current study involved a secondary data analysis of data from 48 sexual
minority women who completed an online survey. Measures included the Lesbian Internalized
Homophobia Scale, the Connectedness to the LGBT Community Scale, the AUDIT-5, the
Drinking Motives scale, and an item that measured frequency of drinking. Data, analyzed via R,
included t-tests, correlations, regression, and mediational analyses. Results showed that
internalized stigma significantly predicted concealment. Community connectedness was neither
predicted by internalized stigma nor correlated with concealment. Concealment did not predict
coping motives; coping motives significantly predicted problematic drinking. Limitations
included a low sample size and low observed power. Therefore, significant results may be found
with a higher sample size.
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CHAPTER 1
INTRODUCTION
Alcohol Use Disparities
For decades now, sexual minorities have been found at higher risk for heavy alcohol use,
in comparison to their heterosexual counterparts (Drabble, Midanik, & Trocki, 2005; Kerr, Ding,
Burke, & Ott-Walter, 2015; Lewis, Saghir, & Robins, 1982; Stall & Wiley, 1988; Rosario et al.,
2014). In fact, excessive use of alcohol, nicotine, and other drugs are the leading causes of
preventable deaths in the LGBT community (Fredriksen-Goldsen et al., 2014). Given the known
link between discrimination and substance use, the disparity for sexual minorities is likely due to
the fact that they experience minority stress, which emphasizes that sexual minorities experience
disparities not because of their internal deficits, but because of the unique stress due to sexual
identity experienced daily (McCabe, Bostwick, Hughes, West, & Boyd, 2010; Meyer, 2003).
Much of the past literature has compared gay men and lesbians, with studies finding
heavier alcohol consumption and problematic drinking in lesbians (Amadio, 2006; McKirnan &
Peterson, 1989; Saghir & Robins, 1973; Skinner & Otis, 1992). Yet lesbian women, who are
attracted to individuals who identify as the same gender as them, and other sexual minority
women, such as bisexual and pansexual women who are attracted to individuals who identify as
the same gender as them as well as individuals who identify as a different gender than them,
continue to be understudied. This is despite the fact that lesbians reported nearly two decades ago
that they believe that substance use had become excessive in the lesbian community (Welch,
Howden-Chapman, & Collings, 1998). Thus, it is imperative to rectify this enduring neglect.
Some differences occur within sexual minority women. Bisexual women are more likely
than lesbians to self-identify as drinkers, and thus are more likely to consume higher levels of

5

alcohol (Corte, Matthews, Stein, & Lee, 2016). Kerr et al. (2015) found that bisexual women
were more likely to use alcohol than lesbians and heterosexual women, whereas there were no
such differences between lesbians and heterosexual women.
Although minorities can have different experiences of discrimination and stigma based
on whether they live in an urban or rural area, the majority of the literature surrounding sexual
minority women and alcohol use has been located in urban areas (Lee & Quam, 2013).
Appalachia, for example, is an understudied region characterized by less acceptance and fewer
resources available for sexual minority women, which can lead to intensified feelings of social
isolation and a disproportionally high use of alcohol (McCarthy, 2000; Zhang et al., 2008). The
current study examined sexual minority women living in South Central Appalachia. Working
within a minority stress framework, the current study examined the relationship between
proximal minority stressors, social factors, and alcohol use among these sexual minority women.
Minority Stress
Minority stress is comprised of two key factors: distal stress and proximal stress. Distal
minority stress has often been conceived as stress predicated on objective prejudicial events,
such as incidences of discrimination, that are not derived from a minority’s perceptions, whereas
proximal minority stress is rooted in the stigmatized individual’s perceptions of both themselves
and others (Meyer, 2003). Proximal minority stress consists of three subcategories: concealment,
anticipated stigma, and internalized stigma. The focus of the current study will be concealment
and internalized stigma, since they are consistently found to be related to substance use in
previous literature (e.g. Amadio, 2006; Baiocco, D'Alessio, & Laghi, 2010, Feinstein &
Newcomb, 2016).
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Concealment is the act of hiding one’s minority status in order to avoid negative
treatment or ill regard. Individuals with a concealable stigma, such as sexual minorities, must
determine whether or not to disclose their potentially stigmatized status with others (Frost, 2011;
Meyer, 2003). While concealment may help a stigmatized individual cope with stress, it can
often be counterproductive and significantly contribute to a minority’s stress (Miller & Major,
2000; Smart & Wegner, 2000). This is due to the fact that concealing one’s identity often
demands that the stigmatized individuals self-monitor their behavior, such as through gender
expression or what they say to others (Hetrick & Martin, 1987). Those who conceal their
identities often have more trouble accessing minority specific resources and are less likely to
have intimate interpersonal relationships with other people in that minority group (Meyer, 2003).
Indeed, Pachankis (2007) concluded that concealment is often linked to psychological distress
because of the fear of having their stigmatized status discovered and because these individuals
typically lack support from others due to their concealment.
Concealing one’s stigmatized identity also has predicted worse outcomes in both physical
and mental health. Previous research has shown that among gay men diagnosed with HIV, those
with concealed sexual identities were more likely to have other health problems, and their
condition often worsened much faster (Cole et al., 1996b; Cole et al., 1996a). Concealment may
predict psychological distress, due to the burden of keeping a secret from others (Major &
Gramzow, 1999; Stiles, 1995 as referenced by Meyer, 2003).
Internalized stigma (also called self-stigma) is conceptualized as the negative attitudes
towards the self, due to being exposed to societal stigma and can lead the individual to have
lower self-esteem (Meyer & Dean, 1998). Internalized stigma typically occurs when the
individual is still coming to terms with their sexual minority status (Meyer, 2003). However,
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even individuals that have come to accept their identity may still experience “covert”
internalized stigma that could potentially become implicitly integrated into their thoughts and
feelings (Gonsiorek, 1988). Internalized stigma is not only its own type of minority stress, but it
has also been regarded as a motive for other minority stressors, such as concealment (Pachankis,
2007).
This enduring internalized stigma has consistently predicted poor mental health and
negative health behaviors historically and contemporarily. In a sample of lesbian women,
internalized stigma was significantly related to depression (Diplacio, 1998). Meyer and Dean
(1998) found that gay men with higher internalized stigma were more likely to have symptoms
of anxiety and depression and feelings of guilt and suicidal ideation, as well as traumatic stress
related to the AIDs epidemic. Research also suggests that internalized stigma has a relationship
with self-harm behaviors, such as excessive substance use and disordered eating behaviors
(Williamson, 2000). In more recent history, research has continued to confirm this relationship
between internalized stigma and health. In a study of gay, lesbian, and bisexual individuals,
internalized stigma was related to lower self-esteem and positive affect, and higher levels of
depression and anxiety (Herek, Gillis, & Cogan, 2009). Fredriksen-Goldsen et al. (2013) found
that internalized stigma significantly predicted depression and disability in older lesbian, gay,
and bisexual individuals and also predicted general poor health before protective factors, such as
social support, were accounted for. Often, internalized stigma can have an indirect relationship
with health behaviors. For instance, gay men with higher levels of internalized stigma were
found to be less likely to affiliate with the LGBT community and therefore less likely to access
important LGBT-specific sexual health resources (Williamson, 2000).
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Minority Stress and Alcohol Use
More recently, alcohol use of sexual minorities has been examined through the lens of
minority stress theory. In 2006, Amadio examined the relationship between internalized stigma
and alcohol use in lesbian women and gay men. He found that internalized stigma significantly
predicted alcohol use. However, this relationship only existed in lesbian women, whereas there
was no significant relationship between internalized stigma and alcohol use in gay men. It should
also be noted that alcohol use was measured by the number of days in the past month that an
individual consumed 5 or more drinks in one day. Thus, this measure could be more indicative of
frequency of problematic drinking rather than general drinking. The most notable limitation of
this study is that measures used for internalized stigma were not applicable to bisexual
individuals since the measures specifically refer to any potential participant as a lesbian or a gay
man. Thus, all bisexual participants were eliminated from the analyses, and all nuances among
sexual minority women and sexual minority men went unexamined.
In a study with similar limitations, Baiocco and colleagues (2010) recruited Italian young
adults who identified as lesbian or gay to participate in a study examining the relationship
between internalized stigma and frequency of alcohol use. Participants were categorized into one
of four groups: nondrinkers, social drinkers, binge drinkers, and heavy drinkers. Those with
higher levels of internalized stigma were more likely to be heavy drinkers. This study also
examined the relationship between concealment and alcohol use. Heavy drinking was associated
with less disclosure of sexual orientation to both family and peers. One of this study’s strengths
is that it also considered community connectedness as a predictor of substance use. In this study,
heavy drinkers (defined as having more than 8 binge drinking periods in a month) were more
likely to be connected to the LGBT+ community than all other types of drinkers. One thing that
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is important to note about the study is that it does not discern frequency from problematic
drinking and instead incorporates both aspects into one measure. Definitions for nondrinkers and
social drinkers are framed in terms of frequency of general drinking, rather than binge drinking.
Thus, community connectedness could predict more problematic drinking or the frequency of
drinking.
Feinstein and Newcomb (2016) once again supported the relationship between
internalized stigma and alcohol use problems. The researchers found a positive correlation
between internalized stigma and alcohol use problems, in addition to other unspecified drugs.
However, the sample for this study was limited to men who have sex with men. Thus, we still do
not know whether or not these findings apply to sexual minority women. However, in a similar
study that included men who have sex with men and sexual minority women, Lea, de Wit, and
Reynolds (2014) found a significant positive relationship between internalized stigma and
alcohol use problems.
Only a few studies have focused on sexual minority women. For instance, Lehavot and
Simoni (2011) examined internalized stigma, concealment, social-psychological resources, such
as social support, and substance use, which included alcohol abuse, drug abuse and smoking.
Internalized stigma was found to directly predict substance use, whereas, concealment indirectly
predicted substance use. That is, concealment predicted social support (most likely because those
who conceal their minority status are often less likely to seek out resources and support from
others) which then predicted substance use (those who had higher levels of social support tended
to use substances less). Thus, factors related to one’s social life, like social support or feelings of
connectedness with one’s community, might be important to examine.
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In a similar study, Lewis, Mason, Winstead, Gaskins, and Irons (2016) examined
minority stress and alcohol use in this specific population and found both concealment and
internalized stigma were associated with more hazardous drinking. Additionally, these authors
considered a possible social factor: social isolation. Social isolation mediated the relationship
between proximal minority stressors and drinking. One limitation of this study is that although
this study compares different lesbians by race, this study only has lesbians. This means that we
still do not know about how this study applies to other sexual minority women (bisexual,
pansexual, etc.).
In a recent study, Lewis, Winstead, Lau-Barraco, and Mason (2017) examined perceived
discrimination, stigma consciousness (or awareness of one’s stigma), social isolation, social
constraints (difficulty discussing issues surrounding sexual orientation with family, friends, or
significant others), and alcohol problems in lesbian women. It was found that discrimination and
stigma consciousness predicted more social constraints and social isolation, which in turn,
predicted more alcohol problems. While this is limited to lesbians and focuses on distal stigma
rather than proximal stigma, it supports the idea that social factors should be further examined.
Some studies have found no significant relationship between proximal minority stress
and alcohol use for various reasons. Hatzenbuehler, Nolen-Hoeksema, and Erikson (2008) found
no significant relationship between substance use (which included both drug use and alcohol use)
and internalized stigma; however, it is imperative to note that the researchers measured
internalized stigma with a single item, and therefore it is very possible that these measures
simply did not accurately capture participants’ experience. Similarly, Wilson, Gilmore, Rhew,
Hodge and Kaysen (2016) found no significant relationship between overall minority stress and
frequency of alcohol use, but did find a significant relationship between minority stress and
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consequences of alcohol use (e.g. risky behavior, poor self-care, physiological dependence).
However, it should be noted that measurement of minority stress included several different types
of constructs related to being a sexual minority (gender expression, vigilance, parenting,
discrimination/harassment, vicarious trauma, family of origin, HIV/AIDs, victimization, and
isolation), and the data analyses did not examine these as individual variables.
Social Factors as Explanatory Factors in Minority Stress and Health Disparities
In his model of minority stress, Meyer (2003) also proposed that social support moderates
the relationship between minority stress and mental health on both individual and community
levels. In general, research has shown that social support on an individual level moderates the
relationship between stress and psychological distress (Wills & Fegan, 2001). In the LGBT+
community, social support has significantly predicted well-being and has been related to higher
self-esteem and better mental health (Beals, Peplau, & Gable, 2009; Berghe, Dewaele, Cox, &
Vincke, 2010; Grossman, D’Augelli, & Hershberger, 2000). Among sexual minority women,
more social support from family or a significant other has been shown to be related to less
suicidal ideation, and more family social support has been shown to be associated with fewer
lifetime attempts at suicide (Tabaac, Perrin, & Rabinovitch, 2016). Within a minority stress
framework, social support has been shown to mediate the relationship between concealment and
wellbeing (Beals et al., 2009).
Likewise, social support on a community level, such as connectedness with the minority
group, predicts positive health outcomes. Similar to findings related to social support,
community connectedness has been found to be related to higher self-esteem, positive
psychological well-being, and positive social well-being (Frost & Meyer, 2012). Studies have
shown that connectedness with the minority in-group can often explain the relationship between
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minority stress and its various outcomes. For instance, Branscombe, Schmitt, and Harvey (1999)
found that although prejudice was linked to negative well-being, there was a mediational
relationship with in-group identity that was linked to greater positive well-being. Likewise,
community connectedness has mediated the relationship between internalized stigma and
psychological distress (Puckett et al., 2015). Additionally, community connectedness is inversely
related to internalized stigma and concealment, since those high in these types of stigma are
often less likely to seek out connections in sexual minority communities (Frost & Meyer, 2009;
Williamson, 2000).
Though Meyer conceived of social support as a moderator, other researchers have stated
that social factors, such as social isolation, may be an important mediator of stigma and health
(Hatzenbuehler, Phelen, & Link, 2013). This suggests that minority stress leads to more isolation
among sexual minorities, which leads to worse health outcomes. Thus, it is possible that minority
stress could lead one to be less connected with their community (i.e. internalizing stigma or
concealing one’s stigma could prevent individuals from meeting others in their community and
feeling connected to them) and thus, prevents them from reaping the health benefits of
community connectedness.
Drinking Motives
Like social factors, drinking motives may be an important mediator of proximal minority
stress and alcohol use. Though only a small portion of the literature features sexual minorities,
research from the general population can still inform us about what motivates individuals to
drink and which motivations are related to problematic alcohol use or consequences of alcohol
use. In this body of literature, there are thought to be four main drinking motivations: coping,
social, enhancement, and conformity (Cooper, 1994). The current study focuses on two of these
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motives: coping and social motives. Coping motives are typically related to drinking in order to
forget or feel better about one’s problems, while social motives are related to drinking to enhance
social interactions. Both motives are particularly salient in the LGBTQ+ community since many
may feel the need to cope with their experiences of minority stress and many frequented
LGBTQ+ social spaces are bars (Croff, Hubach, Currin, & Frederick, 2017).
Most general literature involving drinking motives focuses on undergraduate students. In
this population, coping motives have often been related to alcohol-related problems and
problematic drinking, such as heavy episodic drinking (Cadigan, Martens, & Herman, 2016;
Carey & Correia, 1997; Cooper, 1994; Cooper, Russell, Skinner, & Windle, 1992; Kuntsche,
Knibbe, Gmel, & Engels, 2005; Gonzalez, Collins, & Bradizza, 2009; Laghi et al., 2015; Moeller
& Crocker, 2009). Additionally, some studies have found that while coping motives were related
to alcohol related problems, coping was not related to frequency of alcohol use, which may mean
that those with coping motives are drinking in large amounts only when they are trying to cope
with their problems, rather than all the time (Grant, Stewart, & Mohr, 2009; Merrill, Wardell, &
Read, 2014). Coping motives have also been associated with suicidal ideation and self-image
goals among college students, as well as internalized self-criticism in middle-aged adults
(Gonzalez et al., 2009; Moeller & Crocker, 2009; Skinner & Veilleux, 2016).
Social motives, on the other hand, have consistently been related to more alcohol use,
which may mean that those with social motives may more frequently drink with others as a
social interaction (Cadigan et al., 2016; Gonzalez et al., 2009; Laghi et al., 2015). Some studies
have found that social motives are related to problematic drinking (Cadigan et al., 2016; Corbin,
Iwamoto, Fromme, 2011; Gonzalez et al., 2009; Grant et al., 2009; Labrie, Hummer, & Pedersen,
2007). Others have not (Carey & Correia, 1997; Cooper, 1994; Cooper et al., 1992; Kuntsche et
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al., 2005; Merrill & Read, 2010; Nemeth et al., 2011). These conflicting findings may imply that
social motives do not necessarily predict problematic drinking in everyone, but that some who
drink for social reasons often drink hazardous amounts during these times. This explanation may
be particularly salient since these findings often come from samples of college students.
Additionally, social motives have been found to mediate the relationship between group norms
and alcohol use (Carrus et al., 2016).
There are few studies with LGBT samples, though some recent studies can inform us
about how drinking motives may play a role in the alcohol use disparities that are frequently seen
between sexual minorities and heterosexuals. Sexual minorities have been found to report coping
motives more often than their heterosexual counterparts (Talley, Sher, Steinley, Wood, &
Littlefield, 2012). Likewise, sexual minorities sampled from San Francisco bars more often
reported social motives than their heterosexual counterparts (Trocki & Drabble, 2008). Similar to
more general populations, coping has been found to be related to alcohol problems
(Hatzenbuehler et al., 2011; Kahler et al., 2015). Some studies have also found a relationship
between coping motives and frequency and amount of drinking (Ebersole, Noble, & Madson,
2012; Hatzenbuehler et al., 2011; Feinstein & Newcombe, 2017). In contrast, social motives
have been found to be related to more drinking, but not more alcohol problems (Ebersole, Noble,
& Madson, 2012; Kahler et al., 2015).
Researchers have also started to examine how coping motives may be related to minority
stress. Hatzenbuehler et al. (2011) examined coping motives, perceived discrimination, alcohol
use and binge drinking; coping motives were found to be positively related to perceived
discrimination. Similarly, Wray, Pantalone, Kahler, Monti, & Mayer, (2016) measured four
drinking motives (coping, enhancement, social and sexual), alcohol use and problems, and
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perceived discrimination. They found that coping motives were positively related to perceived
discrimination, and it also mediated the path from perceived discrimination to alcohol problems.
However, social motives were not related to discrimination. Lewis et al. (2017) have also found
that perceived discrimination and stigma consciousness were both positively correlated with
coping motives and that coping motives mediated the pathways between perceived
discrimination and alcohol problems and stigma consciousness and alcohol problems. While
these studies provide evidence for a relationship between coping and distal minority stress, there
is still little known about the relationship between drinking motives and proximal minority stress,
which could be especially important to study since proximal minority stress is consistently found
to be a predictor of alcohol use, and coping motives could be a mediator of this relationship.
Very few studies that include drinking motives have focused on proximal minority stress
as a predictor. Feinstein and Newcomb (2016) examined the relationships among internalized
stigma, coping motives, and alcohol use problems. It was found that coping motives mediated
the relationship between internalized stigma and alcohol use problems. Similarly, Lewis et al.
(2016) examined the relationships among concealment, internalized stigma, coping motives, and
hazardous drinking. It was found that concealment and internalized stigma were related to coping
motives, and coping motives mediated the relationship between proximal minority stress and
hazardous drinking. However, these studies only examined coping and not social motives. Thus,
the relationship between proximal minority stigma and other drinking motives, such as social
motives, is still unknown.
Minority Stress and Substance Use in South Central Appalachia
The United States congress has demarcated 420 counties in Mississippi, Alabama,
Georgia, Tennessee, North Carolina, South Carolina, Kentucky, Virginia, West Virginia, Ohio,
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Pennsylvania, Maryland, and New York as Appalachia (Appalachia Regional Commission,
2017). The current study focuses on counties in Northeast Tennessee which is primarily located
in South Central Appalachia, a subregion of Appalachia that is comprised of 85 counties across
Virginia, North Carolina, and East Tennessee (Appalachian Regional Commission, 2009).
Appalachia is home to 25 million people, and in some areas of Appalachia, the
population is growing faster than the overall U.S. population (Appalachia Regional Commission,
2016). This region is notably rural, with roughly 42% of the region consisting of towns with
2,500 people or less (Appalachian Regional Commission, as referenced by Meyer, Toborg,
Denham, & Mande, 2008). Because of these much smaller communities, many areas in
Appalachia are towns where confidentiality may be low because most individuals in the
community know each other, and thus, information about members of the community travels
much quicker (Jameson & Blank, 2007; MacAvoy & Lippman, 2001). This could be especially
challenging for sexual minorities who either disclose their sexual orientation or whom are outed
by others in communities where the social climate is notably prejudicial. Additionally, some
communities in rural Appalachia have reported fewer community resources, which has been
linked to greater marijuana and OxyContin use (Bell, 2009; Jonas, Young, Oser, Leukefeld, &
Havens, 2012). This problem may possibly be exacerbated for sexual minorities living in rural
Appalachia, where the few resources they may have access to may have an unwelcoming
environment for sexual minorities.
South Central Appalachia is located in the greater region of the South, which in the past
has been shown to be the most religious region in the United States (Newport, 2006, as
referenced by Webb & Brewer, 2010). Thus, many people in the Appalachian region hold JudeoChristian values that are frequently more social conservative in nature, such as believing that
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marriage should only be between a man and a woman or that homosexuality is a sin. These
values contribute to a more negative social climate for sexual minority women, and they may
find themselves facing additional challenges.
Very few studies examine life for sexual minorities in Appalachia. However, since this is
generally a rural area, it may be quite similar to the experiences of other rural sexual minorities.
Rural sexual minorities have previously reported a variety of prejudicial experiences, such as
discrimination in banking or credit decisions, employee benefits, community group
memberships, and wrongful employee termination. Furthermore, sexual minorities living in rural
areas have reported more experiences of enacted stigma, or objective events of prejudice, such as
incidences of homophobia, property damage and even physical assault in comparison to their
urban counterparts (Leedy & Connolly, 2007). Rural sexual minority high schoolers reported
lower GPAs and less school belonging than their heterosexual counterparts (Rostosky, Owens,
Zimmerman, & Riggle, 2003).
Often, rural sexual minorities who disclose their sexual orientation experience more
discrimination (Swank, Fahs, & Frost, 2013). Thus, it is not surprising that LGBQ+ individuals
living in rural communities are more likely to conceal their sexual orientation (Fisher, Irwin, &
Coleman, 2014). Furthermore, rural sexual minorities who publicly conceal their sexual
orientation are less likely to utilize health services (Whitehead, Shaver, & Stephenson, 2016).
Rural lesbians have also reported a lack of providers of health services, financial barriers to
accessing providers, fewer opportunities to disclose their sexual orientation to providers, fear of
prejudice from providers, and more negative experiences with providers after disclosing their
sexual orientation in comparison to urban lesbians (Barefoot, Smalley, & Warren, 2015, 2017).
This means that rural sexual minorities may also be less likely to seek substance abuse treatment.
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Additionally, sexual minorities living in rural areas still face many of the same challenges that
heterosexual individuals living in rural areas face, which include transportation issues, provider
shortages, and financial barriers to insurance and healthcare (King & Dabelko-Schoeny, 2009).
Though most of these studies have not focused on Appalachia, it is reasonable to think that
sexual minorities living in Appalachia often face these same problems.
Substance use seems to be a perpetual problem in Appalachia, from its historical ties to
tobacco farms to the ongoing opioid epidemic. Because of the opioid epidemic, much of the
recent literature has focused on harder substances, and it has been found that rural Appalachian
individuals were more likely to use cocaine, opiates, benzodiazepines, and marijuana than their
urban counterparts (Shannon, Perkins, & Neal, 2014). However, alcohol use and tobacco use
have historically been and still remain to be an issue in Appalachia. The West Virginia
Department of Health (1995) found a significantly higher prevalence of current smoking in
Appalachia than in other regions of the country. This substance use may often begin early in life
and in the home. In focus groups, Appalachians reported family environment as an influence for
alcohol and tobacco use, that experimentation with these substances often begins from the age of
11-13, and often reported family members dying from conditions related to alcohol or tobacco
use (Meyer et al., 2008). A more recent study similarly found that the average age for first use of
alcohol was young, with the age being around 13 to 14 years old for men in Appalachia and
around 15 years for women in Appalachia (Shannon et al., 2011). This is consistent with findings
that rural students in grades 6-11 use significantly more alcohol, smoking tobacco, and chewing
tobacco than their urban counterparts (Warren, Smalley, & Barefoot, 2017). Thus, substance use
in Appalachia seems to be culturally ingrained in individuals from early age as a normal part of
life, which might best be illustrated by a quote from a physician who noted that “a cigarette
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between one’s fingers was as much a part of Tennessee life as country music” (Verghese, pg. 43,
as cited by Meyer et al., 2008).
As for rural sexual minorities, there are relatively few studies examining alcohol use, and
therefore even fewer studies located in the Appalachian region. A systematic review of the
literature related to rural LGBTQ+ identified individuals showed that substance use continues to
be a health problem among this population, specifically with rural sexual minorities showing a
higher prevalence of tobacco and alcohol use (Rosenkrantz, Black, Abreu, Aleshire, & FallinBennett, 2017). However, only six out of the fifty-eight studies reviewed examined alcohol use
(Coleman et al., 2014; Fisher et al., 2014; Horvath et al., 2014; Pelster et al., 2015; Rhodes et al.,
2012; Whitehead et al., 2016, all as cited by Rosenkrantz et al., 2017). Rural sexual minority
high school students from Central Appalachia reported higher alcohol and marijuana use than
their heterosexual classmates (Rostosky et al., 2003). Thus, there is some evidence to show that a
disparity occurs among sexual minorities in Appalachia. However, there is still very little
existing research in this area.
The Current Study
This study contributes to the literature in at least four ways. First, much of the literature
in this population has focused on the relationship between internalized stigma and alcohol use,
whereas fewer studies have examined the relationship between concealment and alcohol use like
the current study does. Second, despite the fact that individual- and community-level social
factors were accounted for in Meyer’s (2003) minority stress model, they have not been typically
included in studies regarding the relationship between minority stress and alcohol use. The
current study includes community connectedness, which has been associated with positive
psychological outcomes but also increased amounts of drinking (Baiocco et al., 2010; Frost &
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Meyer, 2012). Third, the current study incorporates social and coping motives. Previous
literature has shown that coping motives is associated with problematic drinking while social
motives is associated with frequency of drinking. Fourth, most of the literature on minority stress
and substance use draws samples from urban populations. The current study focused on sexual
minority women in South Central Appalachia.
The following hypotheses are proposed (See Figure 1 for a model of hypotheses):
Hypothesis 1: Internalized stigma will significantly predict more concealment.
Hypothesis 2: Internalized stigma will significantly predict less community
connectedness.
Hypothesis 3: Concealment will be significantly and negatively related to community
connectedness.
Hypothesis 4: Concealment will be indirectly related to problematic drinking through
coping motives.
Hypothesis 5: Community connectedness will be indirectly related to frequency of
drinking through social motives.
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Figure 1. Proposed Model of Hypotheses
In addition to testing these hypotheses, this study aimed to increase knowledge about
variation of experience within sexual minority women, since this variation is often ignored (i.e.
Amadio, 2006). As such, I explored potential differences between lesbian and bisexual women in
minority stress, alcohol use, motives and community connectedness. Because this is an
exploratory analysis, no specific hypotheses are stated.
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CHAPTER 2
METHODS
Sample
Of the 48 participants, most identified as cisgender (93.8%), though 2.1% of the
participants identified as genderqueer, and 4.2% identified as another gender identity. In regards
to sexual orientation, equal amounts of women identified as lesbian (41.7%) and as bisexual
(41.7%). Other individuals identified as pansexual (8.3%), asexual (2.1%), or another sexual
orientation (6.3%). The age of participants ranged from 20 to 69 (M = 32.52, SD = 11.17). When
asked to check all the racial and ethnic identities that apply to them, the majority of participants
reported being White/Caucasian (89.6%), though 4.2% identified as Native American/Alaskan,
6.3% identified as Hispanic, 2.1% identified as Black/African American, and 4.2% identified as
Asian. The most represented religious group was “Not Religious” (33.3%). 2.1% identified as
Catholic, 6.3% identified as Baptist, 18.8% identified as a type of Christian not listed, 2.1%
identified as Buddhist, and 10.4% identified as Atheist. Some of the participants identified as
Spiritual and religious (4.2%) while others identified as Spiritual but not religious (14.6%).
Finally, 8.3% identified as a non-Christian identity that was not listed.
Procedure
Participants (N = 48) were recruited from a list of participants who completed a prior
study (N = 135) and responded that they may be contacted again for future studies and left their
contact information (N = 80). Potential participants were emailed an invitation to participate with
individual links to SurveyMonkey. Participants clicked this link and were shown an informed
consent form. Participants then completed all measures. Participants were thanked and were
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linked to another survey to enter their necessary contact information needed to receive a $15 gift
card upon online survey completion.
Measures
Demographics. Participants were asked to provide their age, sexual orientation, race,
gender identity, current religious identification, and years of education (Appendix A).
Concealment. Concealment was measured by the Public Identification as a Lesbian
subscale of the short form of the Lesbian Internalized Homophobia Scale (Piggott, 2004;
Appendix B). The current study used 10 items from this subscale, with an example item being “I
try not to give signs that I am a sexual minority woman. I am careful about the way I dress, the
jewelry I wear, the places, people, and events I talk about.” Responses range from 1 (Strongly
Disagree) to 7 (Strongly Agree). The current study found that the Cronbach’s alpha was .853.
Internalized Stigma. The current study used 5 items of the Personal Feelings about
Being a Lesbian subscale of the Lesbian Internalized Homophobia Scale (Piggot, 2004;
Appendix C) to measure internalized stigma. An example item would be “I can’t stand women
who are too ‘butch’.” Responses range from 1 (Strongly Disagree) to 7 (Strongly Agree). In the
current study, the Cronbach’s alpha was .698.
Community connectedness. The Connectedness to the LGBT Community Scale (Frost
& Meyer, 2012; Appendix D) consists of 8 items and measures the degree to which participants
feel connected with the LGBT community. Responses range from 1 (agree strongly) to 4
(disagree strongly). An example item for the scale is “You feel a bond with the LGBT
community.” The scale was reverse coded so that higher responses indicated greater feelings of
connectedness. In the current study, the Cronbach’s alpha was .916.
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Alcohol use. Participants responded to one item (Appendix E) which asked how
frequently they use alcohol. Responses range from 1 (Daily) to 8 (Never). For the purpose of this
study, this item was reverse coded.
AUDIT-5. This revision of the Alcohol Use Disorders Identification Test (Kim et al.,
2013; Appendix F) includes 5 items, which are scored from 0 to 4. The first item measures how
many drinks an individual has on a typical day of drinking; responses range from “1 or 2” to “10
or more”. The second and third items measure how often the individual is unable to stop drinking
and how often the individual fails to do what is normally expected; responses range from
“Never” to “Daily or almost daily.” The fourth and fifth items measure whether an individual has
ever hurt themselves or another person as a result of drinking and whether or not someone has
ever shown concern for the individual’s drinking; responses include “No,” “Yes, but not during
the last year,” and “Yes, during the last year.” The Cronbach’s alpha for this scale was .539.
Drinking Motives. This 20-item scale (Cooper, 1994; Appendix G) measures frequency
of drinking for four different motives: social reasons, coping, enhancement, and conformity. For
the purpose of this study, only 10 items regarding social reasons and coping will be measured.
Example items include “Because it helps you when you feel depressed or nervous” and “To
celebrate a special occasion with friends.” Participants are then asked to rate how often they
would drink for each reason. Responses range from 1 (almost never/never) to 5 (almost
always/always). Both subscales were reliable (Coping: Cronbach’s alpha = .864; Social:
Cronbach’s alpha = .904).
Data Analysis Plan
The current study was conducted as a secondary data analysis on existing data. Figure 1
shows the relations among variables that were tested. The current study used the statistical
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software R 3.3.1 and the following packages: Foreign, Knitr, Dplyr, Psych, Ggplot2 and Haven
(R Core Team, 2016a; R Core Team, 2016b; Revelle, 2016; Wickham, 2009; Wickham &
Francois, 2016; Wickham & Miller, 2016; Xie, 2015) to conduct correlations, regressions, and
mediational analyses. In Figure 2, there were two regressions and one correlation tested:
concealment regressed on internalized stigma, community connectedness regressed on
internalized stigma, and concealment correlated with community connectedness. There were also
two indirect effects tested: an indirect effect of concealment on hazardous alcohol use through
coping motives (shown in Figure 3), and an indirect effect of community connectedness on
frequency of alcohol use through social motives (shown in Figure 4). Bootstrapping via R was
employed for the mediational analyses and confidence intervals reported. Finally, t-tests were
conducted via R to compare the means of lesbian and bisexual women in order to explore the
variation that occurs among different sexual identities in the proposed study’s variables.

Figure 2. Proposed Regression Analyses for Internalized Stigma, Concealment, and Community
Connectedness
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Figure 3. Proposed Data Analysis for Indirect Effect of Concealment on Hazardous Alcohol Use

Figure 4. Proposed Data Analysis for Indirect Effect of Community Connectedness on
Frequency of Drinking
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CHAPTER 3
RESULTS
Means and standard deviations are reported in Table 1. All means were below the
midpoint of their scales, with the exception of community connectedness. It is especially
important to note that AUDIT scores were exceptionally low (M = 1.73, SD = 2.48); the highest
AUDIT score possible was a score of 20, and the higher score in the sample was 13.
Table 1.
Descriptive Statistics
Mean

SD

Min

Max

Internalized Stigma

1.70

0.87

1

7.0

Concealment

2.57

1.17

1

7.0

Community Connectedness

2.07

0.60

1

4.0

Social Motives

2.42

1.05

1

5.0

Coping Motives

1.74

0.89

1

5.0

AUDIT

1.73

2.48

0

20.0

Alcohol Frequency

3.96

2.04

1

8.0

Bivariate correlations are reported in Table 2. Few significant correlations emerged.
Internalized stigma and concealment were significantly and positively correlated (r (43) = .583, p
< .001). Coping motives significantly and positively correlated with problematic drinking (r (43)
= .722, p < .001) and with frequency of drinking (r (43) = .533, p = .003). Social motives
significantly and positively correlated with frequency of drinking (r (43) = .625, p < .001).
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Table 2.
Correlation Matrix
1

2

3

4

5

6

7

1. Internalized
Stigma

---

p < .001

p = .999

p = .999

p = .999

p = .999

p = .999

2. Concealment

r = .583

---

p = .999

p = .999

p = .463

p = .474

p = .999

3. Community
Connectedness

r = -.016 r = -.111

---

p = .999

p = .999

p = .999

p = .999

4. Social
Motives

r = .050

r = .076

r = -.226

---

p = .317

p = .999

p < .001

5. Coping
Motives

r = .201

r = .322

r = -.093

r = .346

---

p < .001

p = .003

6. AUDIT

r = .098

r = .317

r = -.055

r = .242

r = .722

---

p = .056

7. Alcohol
Frequency

r = .023

r = .172

r = .019

r = .625

r = .533

r = .429

---

In order to test Hypothesis 1 (See Figure 2), concealment was regressed on internalized
stigma. Results showed that internalized stigma significantly predicted concealment (R² = .32, F
(1, 43) = 22.17, b = .783, t (43) = 4.71, p < .001). Next, community connectedness was regressed
on internalized stigma in order to test Hypothesis 2 (See Figure 2). Results showed that
internalized stigma did not significantly predict community connectedness (R² = -.02, F (1, 43) =
.01, b = -.011, t (43) = -.12, p = .917). A bivariate correlation was conducted to test Hypothesis 3
(See Figure 2), and revealed that concealment did not significantly correlate with community
connectedness (r (43) = -.111, p = .999).
In order to test Hypothesis 4 (See Figure 3), an indirect effects analysis was conducted to
test coping motives as an indirect mechanism through which concealment relates to problematic
drinking. Analyses controlled for internalized stigma and were bootstrapped (10,000 times) via
R. Results revealed that concealment did not significantly predict coping motives (R² = .10, F (2,
29

42) = 2.44, b = .237, t (42) = 1.72, p = .091). However, coping motives significantly predicted
problematic drinking (R² = .54, F (3, 41) = 16.28, b = 1.927, t (41) = 6.23, p < .001). It was
found that there was an indirect effect of concealment on problematic drinking through coping
motives (effect = .457, 95% CI [.007, 1.17]).
To test Hypothesis 5 (See Figure 4), an indirect effects analysis was conducted to test
social motives as an indirect mechanism through which community connectedness relates to
frequency of drinking. Analyses controlled for internalized stigma and were bootstrapped via R
(10,000). Results revealed that community connectedness did not significantly predict social
motives (R² = .053, F (2, 42) = 1.18, b = -.397, t (42) = -1.50, p = .141). Social motives
significantly predicted frequency of alcohol use (R² = .42, F (3, 41) = 9.82, b = 1.29, t (41) =
5.42, p < .001). It was found that community connectedness did not have an indirect effect on
frequency of alcohol use through social motives (effect = -.513, 95% CI [-1.67, .17]).
Exploratory Analyses
As mentioned above, an exploratory aim of the study was to examine any variation in
experiences based on sexual minority identity. Independent t-tests were conducted to explore the
differences between lesbian and bisexual women on all study variables. Results showed that
there were no significant differences on any study variables.
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CHAPTER 5
DISCUSSION
Sexual minority women are more likely to problematically drink than heterosexual
women (Kerr et al., 2015; Rosario et al., 2014) and gay men (Amadio, 2006). Research has
shown that this problematic drinking is predicted by minority stressors, such as internalized
stigma and concealment (Amadio, 2006; Biacco et al., 2010; Feinstein & Newcomb, 2016; Lea
et al., 2014; Lehavot & Simoni, 2011; Lewis et al., 2016). Due to Appalachian culture
stigmatizing sexual minorities and perpetuating substance use, it is imperative to examine
problematic drinking among sexual minority women living in this region and to examine the
indirect mechanisms through which minority stress relates to problematic drinking in order to
better understand this problem (Shannon et al., 2011). However, not all alcohol use differences
between sexual minorities and heterosexuals may be problematic, since bars are a frequent social
environment for many sexual minorities and sexual minorities tend to report more social motives
of drinking (Croff et al., 2017; Trocki & Drabble, 2008). Thus, the current study aimed to
examine predictors of both problematic drinking and frequency of drinking. It was hypothesized
that concealment would indirectly relate to problematic drinking through coping motives and that
community connectedness would indirectly relate to frequency of drinking through social
motives. Overall, hypotheses were partially supported by the current study’s findings (two study
hypotheses were supported).
Study findings supported the first hypothesis, which was that internalized stigma would
significantly predict concealment. This means that the more someone internalized stigma
regarding their sexual orientation, the more they concealed their sexual orientation from others.
This is in line with Pachankis’ (2007) Cognitive-Affective-Behavioral Model of Concealment, in
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which a negative view of the self can lead to less disclosure of sexual orientation. This finding
shows that internalized stigma may be one aspect that motivates a sexual minority woman to
conceal her sexual orientation.
The hypotheses that internalized stigma would predict community connectedness and that
concealment would negatively correlate with community connectedness were not supported. One
interpretation of these results would be that regardless of whether a person feels negatively about
their sexual orientation or conceals their sexual orientation, they may still be just as likely to be
connected to the LGBTQ+ community. This may be a likely explanation, given that the sample
is from South Central Appalachia. Individuals who are connected to the LGBTQ+ community
may still need to conceal their identity from family members and employers in order to protect
themselves. This would be in line with research finding that rural sexual minorities are more
likely to hide their sexual orientation and research finding that rural sexual minorities who do
disclose their identity often face more prejudice and discrimination (Fisher et al., 2014; Swank et
al., 2013).
However, these results could also suggest that even among those with lower levels of
internalized stigma and concealment, it may be difficult to become connected to the community
in areas like South Central Appalachia. Previous research has found rural individuals often face
transportation issues when trying to access healthcare (King & Dabelko-Schoeny, 2009). Thus, it
is reasonable to believe that these transportation issues may extend to traveling for social events
in which sexual minorities could interact with other members of the LGBTQ+ community.
Additionally, sexual minorities may have difficulties finding other sexual minorities because
even though they may not be concealing their sexual orientation, other sexual minorities are.
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Again, this would be in line with previous research showing that rural sexual minorities are more
likely to conceal their orientation (Fisher et al., 2014).
Because it is not necessary for both pathways of an indirect effect to be significant
(Hayes, 2013, pg. 94), the hypothesis that concealment would be indirectly related to
problematic drinking through coping motives was supported. This aligns with prior studies that
found that coping motives predicted more problematic drinking and mediated the relationship
between proximal minority stress and problematic drinking (Cadigan et al., 2016; Gonzalez et
al., 2009; Laghi et al., 2015; Lehavot & Simoni, 2011; Lewis et al., 2016; Moeller & Crocker,
2009), and findings in which concealment was related to more problematic drinking (Baiocco et
al., 2010; Lehavot & Simoni, 2011; Lewis et al., 2016). In contrast, the hypothesis that
community connectedness would be indirectly related to frequency of drinking through social
motives was not supported. Still, the current study’s findings supported previous findings in
which social motives predicted a higher frequency of drinking (Ebersole et al., 2012; Kahler et
al., 2015).
Implications
Some implications for future translational or clinical work might be drawn from the
hypotheses that were supported. One main finding is that concealment is indirectly related to
problematic drinking through coping motives, suggesting that the stress of concealing one’s
sexual orientation may lead individuals to develop maladaptive coping mechanisms like
problematic drinking. This information could be helpful to therapists working with sexual
minority women in a clinical setting. Thus, therapists instead should work with their sexual
minority women clients on developing healthier coping mechanisms instead of drinking. This
may be even more imperative for therapists in rural areas like South Central Appalachia, where
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using substances like alcohol begins at a young age, and therefore sexual minority drinkers in
Appalachia may be even more reliant on it (Meyer et al., 2008; Shannon et al., 2011).
The finding might also suggest to therapists that concealment of identity is the cause of
additional negative coping processes, and therefore, that they should work with clients to conceal
identity less and disclose more. Indeed, disclosure of identity can be associated with less
psychological distress (Morris, Waldo, & Rothblum, 2001). Yet, disclosure of identity may put
clients in real harm. Indeed, in the region of South Central Appalachia where this sample was
drawn, state legislature includes laws and bills that allow individuals to discriminate against
LGBTQ people. In this way, and particularly in the region, concealment of identity may act as
both a minority stressor and as a self-protective coping mechanism against minority stress.
Therapists working with sexual minority women might use this knowledge and parse the
individual motivations for concealment in order to help clients navigate the complexity of
disclosure and coming out, in addition to finding more positive coping strategies besides
drinking.
The significant relationship between internalized stigma and concealment highlights that
internalized stigma may be one reason that sexual minorities conceal their sexual orientation.
While concealment is a minority stressor in and of itself, it appears to be a behavioral outcome of
other proximal minority stressors – negative feelings towards one’s identity and the expectations
of stigma from others (otherwise known as anticipated stigma). Affirming therapeutic strategies
and cognitive behavior therapy could be used with individuals concealing their identity due to
higher levels of internalized stigma (Beckstead & Israel, 2007). However, again, therapists must
also keep in mind that individuals may conceal their identity to protect themselves from
discrimination or violence from family members, strangers, and employers, which may be
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particularly salient in rural areas where sexual minorities face more discrimination (Leedy &
Connolly, 2007).
Implications might also be drawn from some of the non-significant findings. For
example, the finding that concealment did not significantly predict coping motives could imply
that coping motives may be unrelated to concealment and that coping motives may be related to
other stressors unrelated to sexual orientation, such as mental health issues related to genetic
factors or other environmental factors. This would be in line with research finding that
psychological distress is related to coping motives, both in LGBTQ+ samples (Lewis et al.,
2016; Lewis et al., 2017) and in heterosexual samples (Cadigan et al., 2015; Fitzgerald & Long,
2012; Foster et al., 2014). Alternatively, this could also imply that coping may be more relevant
to other minority stressors, such as distal events of prejudice, discrimination, or violence, or
other proximal stressors not included in the present study, such as anticipated stigma. This would
be in line with previous research finding that discrimination predicts coping motives (Wray et al.,
2016), although little is known about anticipated stigma.
However, concealment was indirectly related to problematic drinking through coping
motives. Thus, this could mean that coping motives are related to concealment but was not found
due to lack of sufficient power. This could additionally imply that coping motives may be a point
of intervention for problematic drinking, since coping motives strongly predicted problematic
drinking.
Limitations and Future Directions
Sample size. Due to small sample size, observed power for some tests was low.
Observed power was calculated via G*Power 3.1.9.2. Effect size (p²) was calculated by entering
R². Some of the models, such as the model in which problematic drinking was regressed on
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coping motives, concealment, and internalized stigma, had sufficient power (.997). However,
models with smaller effect sizes, such as the model in which coping motives was regressed on
concealment and internalized stigma (p² = 0.14), had low observed power (.521) and would have
needed a larger sample size (N = 76) in order to achieve sufficient power. Thus, small sample
size may have made it more difficult to detect the effects that concealment and internalized
stigma may have on coping motives, which have been found in other studies (Feinstein &
Newcomb, 2016; Lewis et al., 2016). Furthermore, while some models with larger effect sizes
had a higher observed power, it could be that these larger effect sizes were inflated due to small
sample size, also known as the “winner’s curse” (Ioannidis, 2008, as cited by RochefortMaranda, 2017).
In addition to size of sample the current sample also is not representative of all sexual
minority women living in South Central Appalachia. Women in this study self-selected into the
study; therefore, it is a convenience sample. The current sample included very few pansexual and
asexual women, and thus, their experiences are underrepresented in this study. This is important
to note since we already know that sexual minority women do not have identical health concerns.
With health concerns like alcohol use and substance use, it has been shown that bisexual women
are more likely to self-identify as drinkers and have higher rates of substance use among a
variety of substances (Corte et al., 2016; Kerr et al., 2015). Since bisexual and lesbian women
have different rates of alcohol use, it is likely that pansexual and asexual women have their own
patterns of alcohol use. However, there is very little research examining this. Therefore, future
studies should proactively recruit more asexual women, pansexual women, and other women
with understudied sexual orientations in order to learn more about how they compare with
lesbian and bisexual women.
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Because the study had a small sample size, future studies may want to examine similar
models that distinguish problematic drinking from non-problematic drinking among larger
samples. Additionally, future studies might want to examine additional variables in order to
create a more comprehensive model of drinking among sexual minorities. For instance, one
recent study found that enhancement motives mediated the relationship between discrimination
and alcohol use among HIV-negative men who have sex with men (Wray et al., 2016). Thus,
future research may want to include this variable to see how it relates to proximal minority stress
and problematic drinking.
Measures of community connectedness. One reason why the current study found
nonsignificant results for hypotheses involving community connectedness is due to small sample
size and low power. Larger sample sizes in the future may find significant results. However,
another reason is that the current study may not have used an adequate measure of community
connectedness. For example, the scale used to measure connectedness in this study has items that
mention participating in the community, and specifically mentions the community of the city that
the participant lives in. However, being active in the LGBTQ+ community in more rural areas
may not always be an option, perhaps due the small size of local communities or due to less
welcoming social climates that make it more difficult for active LGBTQ+ communities to thrive.
Additionally, publicly participating in the LGBTQ+ community may not always seem like the
safest choice for rural sexual minorities. In decades past, this could have accurately measured
community connectedness for sexual minorities regardless of geographic location.
However, increased access to online communities may give rural sexual minorities a new
avenue for connecting with other sexual minorities without having to fear possible reactions
from others. Thus, researchers may want to explore how community connectedness differs
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between online communities and public communities. Even urban sexual minorities could be
accessing online communities more often, and therefore, researchers may also want to develop
new measures of community connectedness that incorporate virtual connectedness in addition to
connectedness in public settings. By doing this, we may see a larger effect size for community
connectedness, which may help us better detect significant findings for the indirect effects model
presented in the current study (See Figure 4).
Study design. Another important limitation to note is that the study relies on a
correlational and cross-sectional design. Thus, no causal implications can be made regarding the
relationship between proximal minority stress and alcohol use. An alternative hypothesis could
be that experiencing psychological distress, which has been found to be related to minority stress
and coping motives, could be a possible confounding variable that leads individuals to consume
alcohol more problematically to cope with negative emotions, as well as to perceive themselves,
and by extension their sexual orientation, more negatively and to hide certain parts of their
identity more often (Lewis et al., 2017).
Therefore, future studies examining alcohol use among sexual minorities should use
experimental or longitudinal designs. For instance, some researchers may aim to decrease
alcohol use through interventions that decrease internalized stigma or concealment, which would
could establish a causal link. However, since many sexual minorities feel like they must conceal
their identity in order to protect themselves from discrimination or violence, it may be better for
researchers to aim to decrease coping motives and redirect individuals to healthier coping
mechanisms than problematic alcohol consumption.
Low AUDIT Scores. Scores of problematic drinking were remarkably low (M = 1.73,
SD = 2.48), which somewhat limits our ability to make conclusions about problematic drinking
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in this sample. However, these low scores appear to be normal. According to the U. S.
Department of Health and Human Services (2010), only 9% of adults in the United States drink
heavily (defined for women as drinking more than 3 drinks a day and more than 7 drinks a week)
and only 19% drink at levels that put them at a higher risk for alcohol use disorders (defined for
women as drinking more than 3 drinks a day or more than 7 drinks a week). Furthermore, 37%
drink at low levels and 35% do not drink at all. Thus, future studies, like targeted interventions,
may want to actively recruit more individuals who have problems with alcohol or have a
screening survey featuring the AUDIT in order to achieve a more balanced sample.
Additionally, internal consistency for the AUDIT-5 was low. This means that the 5 items
in the measure may not have been strongly related among the current study’s sample. Thus, the
variables used to predict problematic drinking, such as concealment and coping motives, may
only predict certain items in scale (e.g. increased consumption of alcohol) rather than others (e.g.
injuring others during drinking; doctors and relatives expressing concern about drinking).
Therefore, conclusions about the hypothesis in which concealment is indirectly related to
problematic drinking through coping motives must be drawn carefully. Future research may want
to revisit this hypothesis with a sample in which internal consistency for the AUDIT-5 is higher.
Measures of proximal minority stress. Internalized stigma and concealment were both
measured by subscales of the Lesbian Internalized Homophobia Scale, which frequently refer
specifically to lesbians. Many of the items used in the current study were adapted with more
neutral terms, such as “sexual minority woman,” though some items still refer to other sexual
minority women as lesbians (e.g. the participant’s lesbian lovers or lesbian friends). This
language could potentially be off-putting to individuals with female lovers and friends who are
also sexual minorities but do not identify as lesbians, and the term “sexual minority woman” may
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be confusing, since it is typically only used in research. Therefore, researchers may want to
examine what terms are rated most favorably by sexual minority women in terms of clarity and
inclusivity.
Additionally, explicit measures of internalized stigma may no longer accurately capture
an individual’s level of internalized stigma. Though the current study’s participants are from a
region where the internalized stigma scale may reflect the general population’s attitudes toward
sexual minority women, the participants also have access to television and the internet, where
they may be exposed to positive, affirming messages. This could lower their levels of
internalized stigma, or it could simply lower the internalized stigma that they are conscious of.
Future research may want to examine potential discrepancies between implicit and explicit
measures of internalized stigma and examine which measures best predict health.
Conclusion
This study sought to contribute to the field of minority stress and alcohol use by
attempting to differentiate predictors of frequency of alcohol use and problematic drinking.
Although the limitations of this study prevented us from making final conclusions about
explanations for problematic and frequency of drinking, it is important for research to distinguish
these differences in order to avoid pathologizing sexual minorities who seek out connections in
LGBTQ+ friendly bars while still aiming to predict and ameliorate problematic alcohol use
disparities.
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Appendix A
Demographics
How do you self-identify your gender?
___ Female
___ Transgender Female
___ Gender Queer
___ Other (please specify)
What is your current age? ___
Race/Ethnicity (check all that apply):
___ Alaskan/Native American
___ African American/Black
___ Asian
___ Caucasian/White
___ Hispanic
___ Other
Sexual orientation:
___ Lesbian
___ Bi-sexual
___ Pansexual
___Asexual/Nonsexual
___ Other, Please Specify: _____________________
Current religious identification:
___ Catholic
___ Baptist
___ Southern Baptist
___ Muslim
___ Buddhist
___ Hindu
___ Jewish
___ Other (Christian)
___ Other (Non-Christian)
___ Spiritual – religious
___ Spiritual – Not religious
___ Atheist
___ Not religious
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Appendix B
Concealment Subscale of Short form LIHS (modified; Szymanski & Chung, 2001)
Please indicate your agreement or disagreement with each of the following statements by writing in the
appropriate number from the scale below. There are no right or wrong answers; however, for the data to be
meaningful, you must answer each statement given below as honestly as possible. Your responses are
completely anonymous. Please do not leave any statement unmarked. Some statements may depict situations
that you have not experienced; please imagine yourself in those situations when answering those statements.
Strongly
Disagree
1

Moderately
Disagree
2

Slightly
Disagree
3

Neutral
4

Slightly
Agree
5

Moderately
Agree
6

Strongly
Agree
7

1.

I try not to give signs that I am a sexual minority woman. I am careful about the way I dress, the
jewelry I wear, the places, people and events I talk about.

8.

I wouldn’t mind if my boss knew that I was a sexual minority woman.

14.
18.

I feel comfortable talking to my heterosexual friends about my everyday home life with
my same sex partner/lover or my everyday activities with my lesbian friends.
It is important for me to conceal the fact that I am a sexual minority woman from my family.

19.

I feel comfortable talking about homosexuality in public.

22.

I do not feel the need to be on guard, lie, or hide my sexual orientation to others.

24.

When speaking of my same sex lover/partner to a straight person I change pronouns so
that others will think I’m involved with a man rather than a woman.

26.

If my peers knew my sexual orientation, I am afraid they would not want to be friends

32.

I act as if my lesbian lovers are merely friends.

34.

I could not confront a straight friend or acquaintance if she or he made a homophobic or
heterosexist statement to me.

Appendix C
Internalized Stigma Subscale of Short form LIHS (modified; Szymanski & Chung, 2001)
Please indicate your agreement or disagreement with each of the following statements by writing in the
appropriate number from the scale below. There are no right or wrong answers; however, for the data to be
meaningful, you must answer each statement given below as honestly as possible. Your responses are
completely anonymous. Please do not leave any statement unmarked. Some statements may depict situations
that you have not experienced; please imagine yourself in those situations when answering those statements.
Strongly
Disagree
1

Moderately
Disagree
2

Slightly
Disagree
3

Neutral
4

Slightly
Agree
5

Moderately
Agree
6

2.

I can’t stand women who are too “butch”.

4.

I hate myself for not being heterosexual.

5.

I believe female homosexuality is a sin.

21.

If I could change my sexual orientation and become heterosexual, I would.

25.

Being a sexual minority woman makes my future look bleak and hopeless.
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Strongly
Agree
7

Appendix D
Connectedness to the LGBT Community Scale (Frost & Meyer, 2012)
Please indicate to which extent you agree with each statement.
1=Agree strongly

4=Disagree strongly

1. You feel you’re a part of your city’s LGBT community.
2. Participating in your city’s LGBT community is a positive thing for you.
3. You feel a bond with the LGBT community.
4. You are proud of your city’s LGBT community.
5. It is important for you to be politically active in your city’s LGBT community.
6. If we work together, gay, bisexual, lesbian, and transgender people can solve problems in your
city’s LGBT community.
7. You really feel that any problems faced by your city’s LGBT community are also your own
problems.
8. You feel a bond with other people of the same sexual orientation.
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Appendix E
Alcohol Frequency
People have various health habits. The following set of questions ask about your alcohol,
caffeine, nicotine, and some medications, past and current. Please indicate, on average, how
often you have used each of the following substances:
Daily (7)

2-3

Once a

2-3

Once a

Several

Once a

Times a

Week (5)

Times a

Month

Times a

Year or

Month

(3)

Year (2)

Less (1)

Week (6)

(4)
1. Alcohol (e.g., beer, wine, liquor, mixed drinks)
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Never (0)

Appendix F
AUDIT-5 (Kim et al., 2013)
Place an X in one box that best describes your answer to each question.
Question
How many drinks
containing alcohol
do you have on a
typical
day when you are
drinking?
How often during
the last year have
you found that you
were not able to
stop drinking once
you had started?
How often during
the last year have
you failed to do
what was normally
expected of you
because of
drinking?
Have you or
someone else been
injured because of
your drinking?
Has a relative,
friend, doctor, or
other health care
worker been
concerned about
your drinking or
suggested you cut
down?

0
1 or 2

1
3 or 4

2
5 or 6

3
7 to 9

4
10 or more

Never

Less than
monthly

Monthly

Weekly

Daily or
almost
daily

Never

Less than
monthly

Monthly

Weekly

Daily or
almost
daily

No

Yes, but not
during the
last year

Yes, during
the last
year

No

Yes, but not
during the
last year

Yes, during
the last
year
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Appendix G
Drinking Motives Questionnaire (Cooper, 1994)
Thinking of all the times you drink, how often would you say you drink for all of the following
reasons? (1= almost never/never, 2= some of the time, 3= half of the time, 4= most of the time,
5= almost always/always)
1. To forget your worries.
3. Because it helps you enjoy a party.
4. Because it helps you when you feel depressed or nervous.
5. To be sociable.
6. To cheer you up when you are in a bad mood.
11. Because it makes social gatherings more fun.
14. Because it improves parties and celebrations.
15. Because you feel more self-confident and sure of yourself.
16. To celebrate a special occasion with friends.
17. To forget about your problems.
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